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Purpose: The purpose of this study was to determine the effects of plyometric training on spinal and supraspinal motor control in 
healthy active females. Methods: Thirty-one participants were recruited to participate in the study. Participants participated in 
either the training or control group for 6-weeks. All participants were measured pre- and post-intervention on H:M ratios, HD, RI, 
and V-waves. A 2 (Group) x 2 (Session) x 2 (Stance) mixed model design was used for homosynaptic depression (HD) and 
recurrent inhibition (RI) data. A 2 (Group) x 2 (Session) mixed model design was used for H:M ratios and V-waves (V:M ratios) 
data. Results: There were no statistically significant interactions for any of the dependent variables (p > 0.05). There was a session 
main effect for RI (p = 0.01) as well as a group main effect (p = 0.01) and a stance main effect (p < 0.01) for HD. Conclusions: 
Performing plyometric training does not modulate the spinal or supraspinal motor control based on the findings of this study. 
Plyometric training is not the only component that should be used in anterior cruciate ligament injury prevention programs to alter 
motor control. Further investigation warrants research in a more challenging and higher impact plyometric exercises on the changes 
to neural drive of the physically active participants.
 
INTRODUCTION 
Sport teams commonly use anterior cruciate ligament (ACL) injury prevention programs to reduce injury risk for non-contact ACL 
injuries and injury risk for noncontact ACL injuries.1-6 Traditionally, ACL injury prevention programs have included multiple 
components: warm-up, stretching, strengthening, plyometrics, agility, and balance activities.7 ACL prevention programs have 
multiple components used simultaneously making it difficult to determine the extent to which any one component contributes to 
the overall effectiveness of the program.  
 
To gain a better understanding of the effectiveness of individual components in ACL prevention programs, two previous studies 
focused on adaptations of two components from a multiple component program.8,9 One study by Myer et al compared plyometrics 
to a dynamic balance stabilization component and observed a reduction in ACL risk factors during a drop landing task in both 
groups.8 In another study, Lephart et al compared plyometrics to a basic resistance-training program and tested participants during 
a jump landing task.9 The results showed increased electromyography (EMG) activity, isokinetic strength, and a reduced risk of 
dangerous lower extremity joint motion following both training interventions.9 The results from both studies supported the use of 
plyometric training to reduce potentially dangerous motions.8,9 In addition to these two laboratory-based studies, plyometric training 
has also been identified as a primary contributing factor in programs that reduced the risk of ACL injuries in two separate meta-
analyses.7,10 The investigators who conducted both meta-analyses concluded that prevention programs including a plyometric 
component positively affected the reduction of injuries.7,10 These results support the use of plyometrics in ACL prevention 
programs.4,7,10 
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Plyometric training includes exercises that produce rapid and powerful movements resulting in an increase in neural activation.11-
13 Specifically in muscle groups of the lower extremity, plyometric training can increase muscle activation.14-16 The neural 
mechanism responsible for the apparent benefit of plyometric training remains unknown. Spinal and supraspinal motor control 
measurements can be used to assess the connectivity and modulation of the sensory and motor systems which affect the 
involuntary muscle activations.17  
 
The purpose of this study was to determine the effects of plyometric training on neuromuscular control in healthy active females. 
The plyometric component from an ACL prevention program was investigated using variables of spinal motor control via the ratio 
of H reflex to motor response (H:M ratios), homosynaptic depression (HD), recurrent inhibition (RI), and supraspinal motor control 
the ratio of volitional waves (V-waves) to motor response (V:M ratios).  
 
METHODS  
In order to determine changes to neuromuscular control, spinal and supraspinal motor control were measured 6 weeks apart in a 
plyometric training group and a control group. Thirty-one healthy college-aged females (16 plyometric training group and 15 control 
group) were recruited from Oregon State University. To participate in the study, participants were required to be physically active 
3 times a week for approximately 30 minutes per day. A list of the exclusion criteria is presented in Table 1. All participants provided 
informed consent approved by an Oregon State University institutional review board for the protection of human participants that 




Known neurological disorder  
Injury to the lower extremity in the previous 6 months  
Completed a season of basketball or volleyball within the last 12 months 
Previous involvement in an ACL prevention program  
Previous involvement in a 4-week or longer plyometric training program 
Plan to change their personal workout during the course of the study 
 
Participants were randomized into either a plyometric training group (n = 16) or a control group (n = 15) by blindly picking a group 
assignment out of a bag. Table 2 provides participant characteristics. All participants were tested before and after the 6-week 
intervention period. The dependent variables included measurements of spinal and supraspinal motor control. The same EMG and 
stimulation procedures were used for all spinal and supraspinal motor control variables in both data collection sessions. All 
participants were tested on their dominant leg as determined by their preferred kicking leg.  
 
Table 2. Means and standard deviations for participant’s age, height, and mass for each group 
 Plyometric Control 
Age (yrs) 22.5±3.2 22.7±2.3 
Height (cm) 167.8±7.6 166.2±6.4 
Mass (kg) 64.5±7.4 65.4±6.3 
Abbreviations: cm = centimeters; kg = kilograms; yrs = years
 
All EMG was recorded at 2000Hz using disposable, lubricated bipolar Ag/AgCl electrodes. Two recording electrodes were placed 
on the soleus, directly over the muscle belly between gastrocnemius and Achilles tendon. A reference electrode was placed on 
the lateral malleolus. Peak-to-peak waveform amplitudes were measured using AcqKnowledge software (v. 3.9.0; BIOPAC 
Systems, Inc., Goleta, CA).  
  
A Grass Model S88 stimulator (Grass Instruments, Inc., Warwick, RI) was used to initiate the evoked potentials. For participant 
safety, a stimulus isolation unit and constant current unit (Grass Instruments, Inc., Warwick, RI) were connected between the 
stimulator and the participant. In the stimulating circuit, a 1cm2 stimulating electrode (12 mm unshielded electrode, BIOPAC 
Systems, Inc., Goleta, CA) was placed in the popliteal space of the knee over the tibial nerve, and a 3cm2 dispersal pad was 
positioned on the anterior portion of the knee, superior to the patella.  
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The spinal control measurements included H:M ratios, HD, and RI. For the HD and RI measurements, participants were tested in 
a double-legged stance followed by a single-legged stance. The two stances were observed to see if the change of balance support 
affected an individual’s spinal control modulation. For the H:M ratios, participants were tested only in double-legged stance.  
  
In the process of collecting the H:M ratio, a complete Hoffmann reflex (H-reflex) recruitment curve was collected for each 
participant.18 The H-reflex measurement was recorded by increasing the stimulus intensity in small increments from motor threshold 
to maximal muscle response (Mmax). The maximum sensory fiber reaction to an electric stimulus (Hmax) and Mmax values were 
used to form a H:M ratio. After the H:M ratio was recorded, the testing stimulus intensity was set to a level that elicited a H-reflex 
amplitude at approximately 10% of Mmax while in a double-legged stance. The stimulus intensity remained constant during the 
HD and RI measurements for each trial during both double-legged and single-legged stances.  
 
Homosynaptic depression was measured using a pair of stimuli set to an intensity that produced an H reflex amplitude at 
approximately 10% of Mmax. Eight paired reflexes were collected with 100ms separating the stimuli in each pair. The depression 
was measured for each pair of reflexes and then averaged. The averaged depressions were calculated by dividing the amplitude 
of the second H-reflex, the conditioned reflex, by the amplitude of the first unconditioned H-reflex amplitude. The percentage of 
HD was represented by [(1- (amount of depression)) X 100].  
 
Recurrent inhibition was assessed using an unconditioned stimuli at an intensity of 10% of Mmax followed by a conditioning stimuli 
(supramaximal) applied for 10ms.19 Eight conditioned reflexes and eight unconditioned reflexes were collected. The conditioned 
and the unconditioned reflexes were alternated every two trials during a measurement set. The reflexes were found for each 
stimulus then were averaged as set. The amount of RI was calculated by dividing the average of the conditioned reflex trials by 
the average of the unconditioned reflex trials. The percentage of RI was represented by [(1- (amount of inhibition)) X 100].  
 
Supraspinal motor control was assessed through the use of V-waves. V-waves are an electrophysiological variant of the H-reflex 
that reflects the magnitude of alpha motor neuron output during voluntary muscle contraction.20,21 V-wave measurements were 
performed by delivery of a supramaximal stimulus to the tibial nerve while the participant performed a maximal plantar flexion 
isometric contraction. To perform the isometric contractions, participants were seated in the Biodex System 3 (Biodex Systems, 
Inc.; Shirley, NY) in a semi-reclined position. The foot of the participant’s dominant leg was placed in the footplate and secured 
with straps. The knee was positioned at 60° of knee flexion and the ankle was positioned at 0° plantar flexion. The plantar flexion 
muscle group was tested because we were most interested in the neural pathway modulation, and this muscle group was used 
through the entire training protocol.  
 
Before recording V-wave measurements, three plantar flexion maximal voluntary isometric contractions (MVIC) were collected. A 
light stimulus was positioned in front of the participant to notify them when to begin the maximal contraction. The digital trigger 
threshold for the supramaximal stimulus was set at 90% of the average MVIC across the three trials. When participants reached 
90% of MVIC, a supramaximal stimulus was delivered to the tested leg. Three trials were collected with one-minute rest between 
each trial. The peak-to-peak amplitude of Mmax and V-wave were recorded for each trial. The V-wave was normalized to Mmax 
to form the V:M ratio. The average of the three V:M ratios were used for the analysis.  
 
Following baseline measurements, the training group participated in a 6-week plyometric training program and the control group 
was asked not to change their daily physical activities for the duration of the study. The plyometric training program chosen aligns 
with the plyometric section of the program described by Hewett et al.1 Some of the exercises in the plyometric program section 
included wall jumps, tuck jumps, broad jumps stick landing, squat jumps, double leg cone jumps, 180° jumps, bounding in place, 
scissor jumps, mattress jumps, and hop to stick landing.1 All of the exercises were less than 30 seconds in duration. The exercises 
were designed to be lower impact and work predominantly on form while going through tasks that required a subjects to leave 
one’s feet.1 Participants in the training group performed the exercises three times a week on alternating days, for 30-minutes 
sessions. If a participant missed more than four training session (less than 78% attendance), they were excluded from the post-
intervention testing session. In the current study, the participants reported to the Neuromechanics Research Laboratory to perform 
the training session under the direct supervision of a research study team member. The investigators educated participants and 
provided feedback on exercises including: 1) correct posture and body alignment; 2) jumping straight up with no excessive 
movement; 3) soft landings with bent knees; and 4) instant reloading for preparation of the next jump. All exercises were 
demonstrated and the participants were thoroughly instructed on proper techniques.  
 
For HD and RI, a 2 (group) x 2 (session) x 2 (stance) mixed model ANOVA was applied to the data. A 2 (group) x 2 (session) 
mixed model ANOVA was applied because the H:M ratios were only collected in a double-legged stance and the V:M ratios were 
collected on a Biodex chair. An alpha level of p< 0.05 was used for all analyses. All data were explored for extreme outliers that 
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were greater than three standard deviations from the mean. All statistical analyses were performed using SPSS software, version 
19 (SPSS, Inc. Chicago, IL). 
 
RESULTS 
The plyometric training participants attended 92% of the training sessions and no participants missed more than four training 
sessions. All means and standard deviations of the dependent variables are presented in Table 3. Exploration of the data revealed 
two participants were extreme outliers from HD analysis, one participant from RI analyses, and six participants from the V:M ratios 
analyses because of data collection error.  
 
A 2 x 2 x 2 mixed model ANOVA for HD revealed a group main effect (Plyometric: 70.12±27.42; Control: 43.40±37.37; p < 0.01) 
and stance main effect (Double-legged: 76.24±21.47; Single-legged: 39.19±48.46; p < 0.001). There was a session main effect 
for RI (Pre: 52.37±36.43; Post: 72.91±19.19; p < 0.01). There was no significant difference for any other variable (p > 0.05).  
 
Table 3. Dependent variables H:M ratios, HD DL, HD SL, RI DL, RI SL, and V:M ratios means and standard deviations are 
presented below. 
 Plyometric Control 
Dependent Variables PRE POST PRE POST 
H:M ratios 0.62±0.19 0.58±0.19 0.58±0.21 0.64±0.16 
HD DL 78.99±13.24 86.42±19.43 73.55±21.11 64.01±27.49 
HD SL 50.93±42.64 64.16±34.38 21.78±43.18 14.25±57.69 
RI DL 50.05±28.76 69.83±21.46 55.57±35.78 67.31±19.88 
RI SL 54.91±35.41 79.77±14.04 48.93±45.75 74.73±21.37 
V:M ratios 0.24±0.16 0.25±0.20 0.23±0.17 0.19±0.18 
Abbreviations: DL, Double-legged stance; H:M ratios, the ratio between maximal Hoffmann reflex and the maximal Muscle 
response; HD, Homosynaptic depression; Post, Post intervention; Pre, Pre intervention; RI, Recurrent inhibition;; SL, Single-




Plyometrics are a primary component in ACL injury prevention programs.7,10 When athletes perform these programs, feedback is 
given to make sure the exercises are being performed properly. There is a general understanding that plyometrics increase neural 
drive to improve speed and strength for sport specific movements.11-13 However, the mechanism responsible for the neural changes 
had not previously been investigated. The objective of this study was to determine the effects of plyometric training on spinal and 
supraspinal motor control in healthy active females.  
 
Theoretically, inhibition of a neuron occurs in the monosynaptic reflex loop when a previous stimulus has already met the axon’s 
threshold.22, 23 HD is a measurement of inhibition in a reflex loop that occurs because of the neuron being recently activated by a 
previous stimulus in the presynaptic axon.22  No significant interactions were observed in the HD analysis; however, we did observe 
significant group and stance main effects. The expectation in our study was that the plyometric training group would show similar 
results to the power-trained athletes in the study by Earles et al.24 The power trained athletes in that study had a lower HD when 
compared to the non-plyometric control group. Decreased HD modulation suggests greater action potentials reached the targeted 
muscle when performing high-force movements.24 Because plyometric exercises use the stretch shortening cycle to achieve 
explosive movements, HD should theoretically result in a decreased reflex modulation.24-26 In our study, the group main effect was 
unexpected and the plyometric training group had means that were higher both pre- and post-intervention compared to the control 
group. There were no training effects on HD modulation.  
 
Based on a previous study by Sefton et al, H-reflex measurements should display greater inhibition in the single-legged stance or 
during locomotion compared to the double-legged stance.27 In our findings, we observed decreased inhibition of HD during the 
single-legged stance for both the plyometric training and control groups. Sefton et al also reported decreased HD in single-legged 
stance in their healthy participants. In that study, the researchers compared a chronic ankle instability group to a healthy control 
group on segmental spinal reflex. HD was measured to observe if there were modulation differences when going from a double-
legged to a single-legged stance between groups. The healthy participants had approximately a 15% decrease in HD going from 
double-legged to single-legged stances. The chronic ankle instability group was unable to modulate the same way as the healthy 
group. This finding suggests that healthy participants were able to modulate to an unstable surface better than participants with 
chronic ankle instability.27 The effort to maintain single-legged stance causes multiple action potentials to be sent through the reflex 
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loop, which increases inhibition in the spinal cord.27 Plyometric training did not cause a significantly lower HD when the postural 
demand increased. 
 
Recurrent inhibition (RI) is a gain regulator in the postsynaptic axon that shows the amount motor output in the monosynaptic reflex 
loop.28 Participants who performed plyometric training were expected to have greater RI because plyometric exercises impacts the 
activation of the entire motor neuron pool during high explosive activities. In Earles et al, power-trained athletes had higher RI 
compared to endurance-trained athletes and non-trained participants.24 Plyometric training consistently causes overload to the 
motor neurons with action potentials that activate the recurrent collaterals in order to modulate the postsynaptic axon.24 Plyometric 
training was expected to cause an adaptation to the neuron threshold after several weeks.14  
 
In addition, a decreased RI was expected in the single-legged stance following plyometric training because of the requirement to 
increase the stability in the lower extremity during training. In this study, both groups increased RI during the post-intervention 
testing session and there was no significant difference between groups or stances. This suggests that both groups had increased 
gain regulation after the six weeks of exercise or training.  
 
The V-wave was used as a measurement for the change of magnitude of alpha motor neuron output during voluntary muscle 
contraction.20 We did not observe any significant interactions or main effects. The effects of resistance training on V:M ratios have 
been previously reported.20,29,30 The increases in V:M ratios were observed following a 14-week lower extremity resistance strength 
training program, a 5-week plantar flexion resistance training program, and a 4-week plantar flexion isometric contraction training 
program.20,29,30 Following training, there was greater descending neural drive that occurred in the efferent neurons that cleared the 
pathway for action potentials to travel through the reflex loop. This occurred as a result of enhanced neural drive from the 
descending pathway, which was caused by training effects. The increased descending control stems from adaptation to resistance 
training.20 There were no training effects or adaptation that occurred to neural descending control.  
 
Resistance training induced an increase in V:M ratios.20,29,30 Plyometric training, a higher-level exercise intensity training, did not 
show the same impact as resistance training did on V:M ratios. The same increase in V:M ratios was expected following plyometric 
training, but was not observed in our study. The plyometric training in this study might not have been at a high enough level of 
intensity relative to the participants’ workouts prior to the study. This program includes body weight exercises without external 
resistance. The plyometric training component is a part of an ACL injury prevention program, which is usually used to focus on 
correcting proper techniques during functional movements.  
 
Limitations 
One limitation in this study was not monitoring what physical activities the control group was performing during the intervention. 
We relied on the subjects’ self-reporting of compliance with the study’s exclusion criteria. Another possible limitation in this study 
was the variability of the H-reflex measurements when assessed in different stances. H-reflex measurements were closely monitor 
to reduce as much variability as possible. In addition, a healthy control group was utilized during this experiment; there might be a 
different response in an ACL post-surgical population. A final possible limitation of this study was that the spinal and supraspinal 
variables used may not truly measure the changes that may occur from plyometric exercises. 
 
CONCLUSION 
The results of our study indicated that there were no significant neuromuscular control differences following plyometric training in 
healthy active females. In addition, these results suggest there were no training effects on any of the neural control variables. 
Future investigation would be suggested to determine the neural control variables plyometric training may directly effect and to 
determine the appropriate overload to achieve modification of the variables.
 
REFERENCES 
1. Hewett T, Stroupe A, Nance T, et al. Plyometric Training in Female Athletes: Decreased Impact Forces and Increased 
Hamstring Torques. Am J of Sports Med. 1996;24(6):765-73.[PMID 8947398] 
2. Irmischer B, Harris C, Pfeifer R, et al. Effects of a Knee Ligament Injury Prevention Exercise Program on Impact 
Forces in Women. J Strength Cond Res. 2004;18(4):703-7. [PMID 15574070] 
3. Myer G, Ford K, Brent J, et al. Differential Neuromuscular Training Effects on ACL Injury Risk Factors in "high-risk" 
versus "low-risk" athletes. BMC Musculoskelet Disord. 2007;8:39-45. [PMID 17488502] 
4. Hewett T, Lindenfeld T, Riccobene J, et al. The Effect of Neuromuscular Training on the Incidence of Knee Injury in 
Female Athletes: A Prospective Study. Am J of Sports Med. 1999;27:699-706. [PMID 10569353] 
The Effects of Plyometric Training on Spinal and Supraspinal Motor Control in Anterior Cruciate Ligament Injury Prevention 6 
 
© The Internet Journal of Allied Health Sciences and Practice, 2016 
5. Mandelbaum B, Silvers H, Watanabe D, et al. Effectiveness of a Neuromuscular and Proprioceptive Training Program 
in Preventing Anterior Cruciate Ligament Injuries in Female Athletes: 2-Year Follow-up. Am J of Sports Med. 
2005;33:1003-10. [PMID 15888716] 
6. Gilchrist J, Mandelbaum B, Melancon H, et al. A Randomized Controlled Trial to Prevent Noncontact Anterior Cruciate 
Ligament in Female Collegiate Soccer Players. Am J Sports Med. 2008;36:1476-83. [PMID 18658019] 
7. Yoo J, Lim B, Ha M, et al. A meta-analysis of the effect of neuromuscular training on the prevention of the anterior 
cruciate ligament injury in female athletes. Knee Surg Sports Traumatol Arthrosc. 2010;18:824-30. [PMID 19760399] 
8. Myer G, Ford K, McLean S, et al. Effects of Plyometric Versus Dynamic Stabilization and Balance Training on Lower 
Extremity Biomechanics. Am J of Sports Med. 2006;34:445-55. [PMID 16282579] 
9. Lephart S, Abt J, Ferris C, et al. Neuromuscular and Biomechanical Characteristic Changes in High School Athletes: A 
Plyometric Versus Basic Resistance Program. Brit J Sport Med. 2005;39:932-8. [PMID 16306502] 
10. Hewett T, Ford K, Myer G. Anterior Cruciate Ligament Injuries in Female Athletes: Part 2 A Meta-analysis of 
Neuromuscular Interventions Aimed at Injury Prevention. Am J of Sports Med. 2006;34:490-8. [PMID 16382007] 
11. Saez-Saez de Villarreal E, Requena B, et al. Does Plyometric Training Improve Strength Performance? A Meta-
Analysis. J Sci Med Sport. 2010;13:513-22. [PMID 19897415] 
12. Markovic G, Mikulic P. Neuro-Musculoskeletal and Performance Adaptations to Lower-Extremity Plyometric Training. 
Sports Med. 2010;40(10):859-95. [PMID 20836583] 
13. Avela J, Finni J, Komi P. Excitability of the soleus reflex arc during intensive stretch-shortening cycle exercise in two 
power-trained athlete groups. Eur J Appl Physiol. 2006;97:486-93. [PMID 16763835] 
14. Avela J, Komi P. Reduced stretch reflex sensitivity and muscle stiffness after long-lasting stretch-shortening cycle 
exercise in humans. Eur J Appl Physiol. 1998;78:403-10. [PMID 9809840] 
15. Hakkinen K, Komi P, Alen M. Effect of explosive type strength training on isometric force-and relaxation-time, 
electromyographic and muscle fibre characteristics of leg extensor muscles. Acta Physiol Scand. 1985;125:587-600. 
[PMID 4091002] 
16. Wilkerson G, Colston M, Short N, et al. Neuromuscular Changes in Female Collegiate Athletes Resulting From a 
Plyometric Jump-Training Program. J Athl Train. 2004;39(1):17-23. [PMID 15085207] 
17. Griffin L, Agel J, Albohm M, et al. Noncontact Anterior Cruciate Ligament Injuries: Risk Factors and Prevention 
Strategies. J Am Acad Orthop Surg. 2000;8:141-50. [PMID 22158092] 
18. Palmieri R, Ingersoll C, Hoffman M. The Hoffmann Reflex: Methodologic Considerations and Applications for Use in 
Sports Medicine and Athletic Training Research. J Athl Train. 2004;39(3):268-77. [PMID 16558683] 
19. Johnson S, Kipp K, Hoffman M. Spinal motor control differences between the sexes. Eur J Appl Physiol. 2012;11:3859-
64. [PMID 22399160] 
20. Aagaard P, Simonsen E, Andersen J, et al. Neural Adaptation to Resistance Training: Changes in Evoked V-wave and 
H-reflex responses. J Appl Physiol 2002;92:2309-18. [PMID 12015341] 
21. Upton A, McComas A, Sica R. Potentiation of 'late' responses evoked in muscles during effort. J Neurol Neurosurg 
Psychiat. 1971;34:699-711. [PMID 5158786] 
22. Eccles J, Rall W. Effects Induced in a Monosynaptic Reflex Path by Its Activation. J Neurophysiol. 1951;14:353-76. 
23. Curtis D, Eccles J. Synaptic Action During and After Repetitive Stimulation. J Physiol. 1960;150:374-98. [PMID 
13813399] 
24. Earles D, Dierking J, Robertson C, et al. Pre- and post-synaptic control of motoneuron excitability in athletes. Med Sci 
Sports Exerc. 2002;34(11):1766-72. [PMID 12439081] 
25. Asmussen E, Bonde-Petersen F. Storage of Elastic Energy in Skeletal Muscles in Man. Acta Physiol Scand. 
1974;91:385-92. [PMID 4846332] 
26. Bosco C, Komi P. Potentiation of the mechanical behavior of the human skeletal muscle through prestretching. Acta 
Physiol Scand. 1979;106:467-72. [PMID 495154] 
27. Sefton J, Hicks-Little C, Hubbard T, et al. Segmental Spinal Reflex Adaptations Associated With Chronic Ankle 
Instability. Arch Phys Med Rehabil. 2008;89:1991-5. [PMID 18929028] 
28. Knikou M. The H-reflex as a probe: Pathways and pitfalls. J Neurosci Meth. 2008;171:1-12. [PMID 18394711] 
29. Del Balso C, Cafarelli E. Adaptations in the activation of human skeletal muscle induced by short-term isometric 
resistance training. J Appl Physiol. 2007;103:402-11. [PMID 17446407] 
30. Nordlund Ekblom M. Improvements in dynamic plantar flexor strength after resistance training are associated with 
increased voluntary activation and V-to-M ratio. J Appl Physiol. 2010;109:19-26. [PMID 20448031] 
 
 
 
